CONSENT FORM FOR THE HUMAN IMMUNODEFICIENCY VIRUS (HIV) TEST

USING A RAPID HIV ANTIBODY TEST

I have been informed that my blood obtained from a finger stick or from a vein will be tested for antibodies to the Human Immunodeficiency Virus , the virus that causes AIDS.

I acknowledge that I have been given an explanation of the test, including its uses, benefits, limitations and the meaning of test results. 
I acknowledge that I have been offered two testing options.  I understand that results using a standard testing procedure may take up to two weeks.  Testing using a rapid test will allow me to learn a negative or preliminary positive (reactive) result today.  I choose to be tested and learn results today.

I understand that if this test is reactive, a second (confirmatory) test will be performed to confirm these results.  I understand that my blood (from a vein) or an oral sample from my mouth will need to be taken for this test.  

I understand that I will be considered infected with HIV only if this second test is also positive. 

I have been informed that the HIV test results are confidential and shall not be released without my written permission, except to: _____________________________* and as permitted under state law.

I understand that I have a right to have this test done without the use of my name.  If my private physician does not provide anonymous testing, I understand that I may obtain anonymous testing at a Michigan Department of Community Health-approved HIV counseling and testing site.

I understand that I have the right to withdraw my consent for the test at any time before the test is complete.

I acknowledge that I have been given a copy of the booklet Important Health Information. I have also been given a copy of the brochure “Clearview HIV 1 / 2 Stat-Pak Subject Information Notice”.  I have been given the opportunity to ask questions concerning the test for HIV antibodies, and I acknowledge that my questions have been answered to my satisfaction.  

By my signature below, I consent to be tested for HIV.

 

Patient/Parent/Guardian Signature



Date


Witness






Date

AT THIS TIME, I DO NOT WANT TO BE TESTED FOR THE HUMAN IMMUNODEFICIENCY VIRUS

 

Patient/Parent/Guardian Signature



Date


Witness






Date

* Please write in the physician or health facility name who will receive the HIV test results

